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INTRODUCTION:  Small  bowel  obstruction  (SBO)  is common  in adult  surgical  procedures,  mainly  due to
postoperative  adhesions.  Acute  SBO  in adults  without  history  of  abdominal  surgery,  trauma  or  clinical
hernia  is  less  common  and  has  various  etiologies.  Congenital  band  is an  extremely  rare  cause.
PRESENTATION  OF  CASE:  A  56-year-old  man  was  admitted  to our  hospital  with  a  two-day  history  of
abdominal  pain  and  bilious  vomiting.  He  had  no history  of abdominal  surgery  or any  other  medical  prob-
lems.  A  contrast-enhanced  CT of the  abdomen  showed  a distention  of  small  bowel  loops  with  transition
point  in  the  right  hypochondrium.  Distended  loops  of small  bowel  were  located  in the left  side of the
abdomen,  whereas  collapsed  loops  was  located  in  the  right  side.  The  normal  bowel  wall  enhancement
was  preserved.  After  initial  treatment  with  intravenous  ﬂuid  and nasogastric  suction,  he  was  operated.
At  laparoscopy  a band  obstructing  the ileum  was clearly  observed.  This  anomalous  band  extending  from
gallbladder  to transverse  mesocolon  caused  a  small  window  leading  to  internal  herniation  of  the  small
bowel  and obstruction.  The  band  was  coagulated  and  divided.  Postoperative  outcome  was  uneventful
and  the patient  was  discharged  on  the  second  postoperative  day. There  was  no  recurrence  of symptoms
on  subsequent  follow-up.
DISCUSSION:  Congenital  peritoneal  bands  are not  frequently  encountered  in  surgical  practice  and  these
bands  are  often  difﬁcult  to classify  and  deﬁne.  Diagnosis  of acute  intestinal  obstruction  due  to  CPB  must
be  included  in  the  differential  diagnosis  in  any  patient  with  no  history  of abdominal  surgery,  trauma,
clinical  hernia,  inﬂammatory  bowel  disease  or  peritoneal  tuberculosis.
CONCLUSION:  Despite  technological  advances  in  radiology  preoperative  diagnosis  remains  difﬁcult,  how-
ever  the  diagnosis  of SBO  due to CPB  must  be  considered  in any  patient  with  no history  of abdominal
surgery, Trauma  or clinical  hernia  consulting  for occlusive  syndrome.  The  laparoscopic  approach  should
be intended  initially  for  its feasibility  and  beneﬁts.
©  2016  Published  by  Elsevier  Ltd on  behalf  of  IJS  Publishing  Group  Ltd.  This  is  an  open  access  article
he  CCunder  t
. Introduction
Small bowel obstruction (SBO) is common in adult surgical
rocedures, mainly due to postoperative adhesions. Acute SBO in
dults without history of abdominal surgery, trauma or clinical her-
ia is less common and has various etiologies. Congenital band is
n extremely rare cause [1]. We  present an unusual case of SBO
n a 57 year old patient due to CPB. We  discuss the contribution of
omputed tomography (CT) in the diagnosis, advantage and limits
f laparoscopic approach for treatment.∗ Corresponding author.
E-mail address: abdotn@gmail.com (Y. Abdelwahed).
ttp://dx.doi.org/10.1016/j.ijscr.2016.11.007
210-2612/© 2016 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This i
rg/licenses/by-nc-nd/4.0/). BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
2. Case report
A 56-year-old man  was  admitted to our hospital with a two-
day history of abdominal pain and bilious vomiting. He had no
history of abdominal surgery or any other medical problems. Phys-
ical examination revealed abdominal distention, tenderness in the
epigastrium and right hypochondrium without muscle guarding.
Bowel sounds were hypoactive. Rectal examination was normal.
A plain abdominal X-ray ﬁlm showed several dilated small bowel
loops with multiple air ﬂuid levels. A contrast-enhanced CT of the
abdomen showed a distention of small bowel loops with transi-
tion point in the right hypochondrium (Fig. 1). Distended loops
of small bowel were located in the left side of the abdomen,
whereas collapsed loops was  located in the right side. The nor-
mal  bowel wall enhancement was  preserved. After initial treatment
with intravenous ﬂuid and nasogastric suction, he was  operated. At
laparoscopy a band obstructing the ileum was clearly observed. This
s an open access article under the CC BY-NC-ND license (http://creativecommons.
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Fig. 1. Axial CT scan showing a distention of small bowel loops with transition point
in  the right hypochondrium.
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Mig. 2. Intraoperative laparoscopic view showing the congenital peritoneal band
unning from gallbladder (GB) to transverse mesocolon.
nomalous band extending from gallbladder to transverse meso-
olon caused a small window leading to internal herniation of the
mall bowel and obstruction (Fig. 2). The band was coagulated and
ivided. Postoperative outcome was uneventful and the patient
as discharged on the second postoperative day. There was no
ecurrence of symptoms on subsequent follow-up.
. Discussion
Congenital peritoneal bands are not frequently encountered in
urgical practice and these bands are often difﬁcult to classify and
eﬁne [2]. There have been few series and some case reports in
he literature. Congenital Peritoneal bands cause 3% of all intestinal
bstruction and almost always lead to small bowel obstruction [3].
heir occurrence in adults is an extremely rare condition [4].
CPB can be located at various locations such as those running
etween ascending colon and terminal ileum followed by those
etween Treitz‘s ligament and terminal ileum then between the
ight lobe of liver and terminal ileum and those between the right
obe of liver and ascending colon [4]. According to our literature
esearch this is the ﬁrst case reported of a band running from gall-
ladder to transverse mesocolon. In the most of reported series,
istological examination of the band revealed connective tissue
ncluding vessels and nerve plexi [4]. In our case the congenital
rigin of the band is held according to the patient’s history without
esorting to pathological examination.
The origin of these bands is not well understood. Akgur et al.
5] cited a series of cases and suggested that these bands are the
esult of a mesenteric developmental anomaly, at about the 28th
ay of intrauterine life, when intestines assume their ﬁnal position
nd their mesenteries are pressed against the posterior abdominal
all, thus fusing with the parietal peritoneum and disappearing.
aeda et al. [6] made a similar hypothesis while reporting a case ofPEN  ACCESS
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intestinal obstruction caused by a band originating from a residue
of the ventral mesentery.
Intestinal obstruction is due to compression of the intestine by
the band or entrapment of an intestinal loop between the band and
the mesentery [2].
Diagnosis of acute intestinal obstruction due to CPB must be
included in the differential diagnosis in any patient with no history
of abdominal surgery, trauma, clinical hernia, inﬂammatory bowel
disease or peritoneal tuberculosis.
Several studies have demonstrated the accuracy of Computed
tomography (CT) in conﬁrming the diagnosis, site, level and etiol-
ogy of SBO [7], with a sensitivity of 94%–100% and a speciﬁcity of
90%–95% [8,9], along with the distinctive CT appearance of closed
loop small bowel obstruction and signs of ischemia. CT scan also
provides a global evaluation of the abdomen and this is especially
relevant in the emergency department when evaluating a patient
with acute abdomen when multiple etiologies are being consid-
ered in the differential diagnosis [10]. Identiﬁcation of a congenital
band as a cause of SBO remains a diagnosis of exclusion that must be
based on the ﬁnding of an abrupt change in bowel caliber without
evidence of another cause of obstruction [11].
This investigation will guide subsequent management and
improve outcomes. In fact, it helps the surgeon to predict the posi-
tion of the patient and trocars if laparoscopy is intended. In our
case, the transitional level is situated at the right hypochondrium
so we  opted to put the patient in French position and trocars as for
cholecystectomy.
Surgical treatment is the cornerstone of management of a con-
genital band. Laparoscopic approach was demonstrated to be safe
and feasible specially when it is a single band and the bowel not
very distended. Conversion to laparotomy is indicated in cases of
non-viable intestine identiﬁed at laparoscopy and inability to iden-
tify the obstruction site [12]. The treatment consists of resecting the
band and if necessary resecting necrotic small loop.
4. Conclusion
Despite technological advances in radiology preoperative diag-
nosis remains difﬁcult, however the diagnosis of SBO due to CPB
must be considered in any patient with no history of abdominal
surgery, Trauma or clinical hernia consulting for occlusive syn-
drome. The laparoscopic approach should be intended initially for
its feasibility and beneﬁts.
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